MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —045‘?02
DEPARTMEMT OF RUBLIC HEALTH AMD wWEL 31_8_ lma I:!_ﬁ:;sm“ FILE NUMBER
b6 NOT WRITE‘ Reglatration District No. oo, —.Primary Registration District N - S———--—Registrars No. -'-121

AMENDED -
ON THISS'I’UP . =11 v~ NOV IO I0FT

L Vdabe O pEATR Y YUY 2. USUAL RESIDENCE (Where decessed lived. (f [natifution: Resldence bafore

a. COUNTY a. STATE Mo b. COQUNTY St Louis admisslon)
- .
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CLTY Inside Limin

Tgs\lN St. Lou is 6 days YSSVN Ferguson Yes [1 No O

c. FULL NAME OF {If NQOT in hospital, give location] Inside Lirnite d. STREET {If cutside, give locatian] Resida on Farm
HOSPITAL OR ADDRESS

INSTITUTICN De Paul HOBP ital Yesfd No D 338 S. Marguerite Yes [ No O
3. NAME OF DECEASED Firsr Middle Last 4. DATE Month Day Year

[Type or print) ) OF
Clarence A, Lange DEATH 11 10 63
5. SEX &. COLOR OR RACE 7. Married m Never Marrled [J |8. DATE OF BIRTH 9. AGE (lam birthdey) |IF UNDER 1 YEAR | IF UNDER 24 HR

Male wh ite Widewed [ Divoreed [ 4/2/97 66 Monthy ] Days | Hours r Wi

10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY]{ t1. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

GBI B P Hde,| Clothing St. Louis, Mo. | U.S.a.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME QF HUSBAND OR WIFE

Hugo W. Lange Bertha Kaemmerer Elizabeth Lange
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIA] SECLIRITY NOY | 17. INFORMANT Addren338 S

{Yes, r;?érsunknuwn) I(If yes, qivewor falea of 1arvi wrs . El izabeth I__,a_n e v . )

18.. CAUSL OF DEATH {Enter only ons cause per line Tar [a], [B], and Tc]. T (N E AL B EEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (1} ¢ 42 of oot h Mo e #l & 2

V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Conditions, if any, ouE 70 (b}, # X 57 e ¥ & o
which gave rise 10
above cause {a),

tati th der- - - .
I..gy?‘-v'g“g case lmt, DUE TO (<) f &)~ A frre) e A L4 s dtar Copgye

PARTY |1, OTHER SIGNIFICANT CONBITIONS CON]EIBU'IING 10 DEATH bur not relsted to The Terminal PART )11, If  decaaged wan female  weas
ditease condition given in PART | (a) thare 8 pregnancy in last 90 days.

5 [ Yes O Ne {0 Unknown
19. WAS AUTOFSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJ OCCURRED. [Enter nature of injury in PART | or PART |1 of item 18.}
PERFM 0 ] w]

YES O

20¢. TIME OF Hour Month, Day, Year
INJURY a.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m.

20d. INJURY QCCURRED Xe. PLACE OF INJURY (e.g., in ot sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, straet, office bidg., etc.}
NOT WHILE AT WORK [J .

21. | attended the d d from f///.-’/f? 1::_[_4&.4!—2“:1 last uwmive on [,,](0 /fﬂb

Death occurred l'LMH}Dﬁ-J on the date stated above, and to the best of my knowledge, from the cavses stated.
220. SIGNA (Dogree o titia) 22b. ADDRESS ’ /, C.-‘.‘ Y, "U}. 22:?’5 SIGNED
' F'c?x roa > /70 wfB A
T3c. NAME OF CEMETERY OR CREMATORY i 23L. LOCATION (City, tBbwn, or county) {S1ate)
(3 Laurel Hill Cemetery St. Louis County, Mo.

74. FUMNERAL DIRECTOR ADORESS 25. DATE RECD. BY LOCAL REG. [24. R TRAR'YAIGN RG ” p

Drehmann-Harral 1905 Union NOV 13 163

i 1 Erbal e § t on Reverse Side)

- MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




. STATEMENT BY LICENSED EMBALMER

- .5 | hereby certify.thst the body- whose name. is, recorded on the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer N&M

" . P.O. Address

~

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING (Failure to comply
with the above constitutes grounds,for revocation of license). : -

If :embalmed by-a STUDENT he also shall sign in his OWN handwrmng oo

If |h|5 body |s not em{almed fact should be so siated above
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